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Amoebic keratitis affects contact lens wearers at an estimated rate of one case per 30,000 contact lens wearers per year.  It may present rapidly or insidiously, and its onset is sometimes associated with corneal trauma.  Clinical features may include corneal irritation, corneal ulceration, iritis, scleritis, severe eye pain, pus in the anterior chamber of the eye, and loss of vision.  Amoebic keratitis is not known to spread to the central nervous system.   
 

Epidemiology 

Almost 90% of cases of amoebic keratitis occur in patients wearing soft hydrogel contact lenses.  Community sampling studies have reported Acanthamoeba as being present in 2 - 15 % of contact lens cases.  In some cases, the strains present in contact lens cases have been shown to be genetically identical to strains causing amoebic keratitis in the casesÿ owners.  In Scotland, higher rates of amoebic keratitis were seen in the past when contact lens disinfection was achieved by dissolving chlorine tablets in tap water, a method no longer practiced.   
 

Laboratory Diagnosis 

Laboratory diagnosis is performed via special cultures, which are often requested from the parasitology laboratory and inoculated by the clinician performing the specimen collection.  The cultures consist of non-nutrient agar plates seeded with living or dead bacteria (E. coli is often used).  The lack of nutrients in the agar prohibits the growth of bacteria, while the bacteria provide a food source for the amoebae.  The cultures often take several days to turn positive, and, in The Johns Hopkins Hospital, are held for fourteen days before being reported as negative.

Diagnosis may also be made by light microscopy of biopsy material with the help of special histology stains (Gomori silver methenamine, periodic acid-Schiff), and both cysts and trophozoites may be seen in affected tissues.  Electron microscopy is often used for corneal biopsies.

Serologic assays for Acanthameoba are under development, but are currently not available or defined for clinical use. 
 

Treatment 

The treatment of choice for amoebic keratitis is chlorhexidine coupled with either propamidine or the polymeric equivalent of propamidine, polyhexamethylene biguanide (PHMB).  Cases of amoebic keratitis caught early in the course of disease (8 weeks or less) are likely to resolve within four weeks with this antimicrobial regimen.  However, more established cases are very difficult to treat and often require months of antimicrobial therapy as well as graft surgery.  
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	There is information available at this time.
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Case Summary 


The patient is a 41 year old woman who noticed gradual onset of left eye irritation over the course of a few days. She had no significant past medical history, and had worn soft contact lenses for multiple years.  She visited an optometrist, who recommended Vigamox (moxifloxacin) eye drops. Despite this therapy, her symptoms continued to worsen, and she developed excruciating eye pain accompanied by nausea and vomiting.  She was then seen by an outside ophthalmologist, who made a presumptive diagnosis of herpes simplex virus keratitis, and initiated treatment with oral valacyclovir, trifluridine eye drops, and prednisolone eye drops. A few weeks later, the patient presented to the Wilmer Eye Institute for a second opinion.  At that time, the patientÿs symptoms had slightly improved, but she still suffered from photophobia, moderate eye pain, and fluctuating vision.  Corneal scrapings were obtained, and special cultures were positive for Acanthamoeba species.   � 


Organism 


Acanthamoeba are a group of small, free-living amoeba species that are ubiquitously present in soil and water, and have also been isolated as contaminants of tap water and swimming pools.  The life cycle of the species consists of only two stages, trophozoite and cyst. The trophozoites are variable in size, averaging 30 microns in diameter, and may possess spiny pseudopods.  The cysts are round with a single nucleus bearing a prominent karyosome, surrounded by a double wall.  Acanthameoba isolates may be speciated by analyzing 18S or 16S rRNA sequences, but this currently is of no clinical utility. � 


Clinical Significance 


Acanthamoeba are clinically significant as the cause of two clinical entities: granulomatous amoebic encephalitis (GAE) and amoebic keratitis.  


GAE usually presents clinically as a subacute or chronic meningoencephalitis, but may rarely present as an acute, suppurative disease.  It usually occurs in immunocompromised hosts, but has been documented in a few persons with no known risk factors.  The natural course is one of a slow, dwindling disease, and it is often not diagnosed until post-mortem examination.  











